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A DOCTOR’S VISIT TO U.S.S.R.* 


BY 
A. M. MACLACHLAN, M.B., CH.B. 


I look upon it as a great honour to be invited to give the Long Fox Memorial Lecture 
for 1956, the more especially as my twenty-five years in medicine have been spent in the 
field of general practice, away from the University classroom, the laboratory, and the 
hospital bed. General Practitioners are not used to giving lectures; when they do 
they are wise if they confine themselves to the bird’s-eye rather than the worm’s-eye 
view and in the language of the Authorized Version “speak the things that they do 
know and testify the things that they have seen”. 

My trepidation in appearing in the role of lecturer is somewhat sedated by the terms 
of the appointment—that the lecture is expected to be a popular rather than strictly 
scientific one, and that although the subject-matter must be about some aspect of 
medicine it should appeal to a non-medical as well as a medical audience. 

In July of this year I had the good fortune to be a member of the civic delegation 
from Bristol which visited Saratov in Russia, and as I took the opportunity of finding 
out something of the progress of medicine in Russia in general and Saratov in particular 
and visited several of their hospitals and clinics, I have taken as my subject tonight 
“A Doctor’s Visit to U.S.S.R.” 

It may be objected that one can see little cf another country in a fortnight— 
especially in the field of medicine. That is a fair criticism. But I think it also fair to say 
that the seeing, however brief, and the impressions, however personal, may not be 
without value if one goes to Russia with open mind and with open eyes. Yet it is also 
true to say that personal contact with the Soviet Union is still charged with considerable 
emotion on both sides, and it is sometimes difficult to separate a personal reaction from 
an impartial assessment of conditions and work in U.S.S.R. One must also resist the 
human temptation to be an authority on such a subject after so brief a visit and simply 
trade on the greater ignorance of one’s audience just because they have never been 
there. 

There is also the language difficulty. The interpreters do their best but one is not 
always sure that the question has been understood or that it means the same thing in 
Russian as it does in English. We were more fortunate than some other delegations in 
that before accepting the invitation to visit Saratov the Town Clerk insisted on having 
an interpreter from the British Embassy. This I am sure saved us from many a pitfall. 
On many occasions she saved us from getting a completely false impression from an 


_ answer to a question just because the Russian interpreter wanted to put a polite 
_ gloss on either question or answer. 


ADMINISTRATION 


To understand the structure of the medical services in Russia one must remember 
that the country is a federated state of sixteen sovereign republics each with its own 
constitution. But this sovereignty is nevertheless restricted so as to create a uniform 


' system in a planned society. Within the different republics further divisions are made 
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_ consisting of the region, sparsley populated region, and district. Again, the large towns 


are divided into districts like our metropolitan boroughs. Each of these units has its 
own Soviet or local Executive which directs the activities of administration, local 
economic and cultural affairs and draws up a local budget. 

Each of the Union’s autonomous republics has its own Ministry of Health which 


controls the whole of the Health Services within that republic—preventive, diagnostic, 


* The Long Fox Memorial Lecture, delivered on 16th October, 1956. 
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curative, medical education and research. In the region you have the same set up with 
a Director of Health responsible to the Director of Health of the Republic, and of 
course the Director of Health of the Republic in turn is responsible to the Ministry of 
Health of the U.S.S.R. in Moscow, which works out policy and directs and coordinates 
the work of the sixteen republics. Even in the smallest unit—the district—which may 
be but a limited area in a city the set up is the same; and it is laid down by law that 
each district must have its own Health Department. At the head is the Director of 
Public Health for the district with over-riding powers, and responsible for all health 
services in his district including hospitals, polyclinics, sanitation, midwifery services 
and control of epidemics. It will be seen that in the U.S.S.R. there is nothing like our 
three great divisions in the National Health Service—Hospital Services, Local 
Authority Services, and General Practitioner Services, each with its own controlling 
and directing administration. Nor is there the same divorce between administrative 
work and clinical work. The Director of Health of the district is not only responsible 
for the smooth running of the administration in his area but he does clinical work as 
well and takes his turn at the polyclinic. 

From what I was told emphasis in the Soviet Union seems to be on (1) Preventive 
Medicine, (2) Maternal care and child health, and (3) Industrial medicine. 


(1) PREVENTIVE MEDICINE 


By this they mean B.C.G. vaccination, routine examination of workers, diphtheritic 
inoculation, the wide use of antibiotics in prophylaxis, with less emphasis on sanitation 
and clean food than in this country. Since nearly all babies are born in hospital, B.C.G. 
is given compulsorily within two or three days of birth. Administration of the vaccine 
is repeated at 7, 12, 15 and 18 years of age. Incidentally the medical profession in 
U.S.S.R. is very proud of the spectacular fall in their death-rate from tuberculosis 
during the last decade. They do not seem to be aware that this is something which is 
happening throughout the civilized world and has nothing to do with the superiority 
of Soviet medicine over that of other countries in Western Europe. In many ways they 
still show all the arrogance of their insularity. 


(2) MATERNAL CARE AND CHILD HEALTH 


They make a great deal of this in U.S.S.R. The child is all-important and his 
protection starts in the ante-natal clinic. In the first weeks of life he attends the 
paedriatic clinic, and later if his mother is at work he is very well looked after in the 
créche attached to the factory. School children are examined regularly until the age 
of 17. Large holiday camps and health resorts are available for the young. We visited 
one where on the wooded slopes of the hills above the town 1,300 children were 
spending about four or five weeks in camp during the school vacation. 


(3) INDUSTRIAL DISEASES AND THEIR TREATMENT AND THE IMPROVEMENT OF INDUSTRIAL 
CONDITIONS 


I was struck by the emphasis on physiotherapy and hydrotherapy, especially in 
the polyclinic attached to the factory, and the importance given to rehabilitation and 
the need to get the worker back to his job at the earliest possible moment. We visited 
one light engineering factory which employs 8,500 workers, 60 per cent. of them 
being women. The large polyclinic, which is part of the factory organization, has 
a staff of twenty-five doctors who work in three eight-hour shifts. The first half of the 
shift the doctor spends in routine examination of workers or in treatment of minor 
illnesses; the second half of the shift he spends in the workshop examining working 
conditions—working out schemes for the improvememt of conditions of work and 
incidentally, but most important in the U.S.S.R., for the speeding up of production. 
Many of you may think this strange work for a doctor but you must remember that in 
Soviet Russia a doctor prides himself on being a member of his trade union. The 
“Statutes of Trade Unions of U.S.S.R.” state that trade unions exist to ‘organize 
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competition for the maximum growth of productivity of labour’ and even a doctor is 
proud to make his contribution towards this end. Trade Unions in Russia do not exist 
to press wage claims on behalf of their members but to “develop competition for the 
fulfilment and over-fulfilment of production targets”. 

We were told that due to the improvement in industrial hygiene, illness and indus- 
trial accidents have decreased by three times in recent years. But it must be remembered 
that Soviet Union industrial standards are much below ours and we saw conditions in a 
ball-bearing factory which would have been condemned out of hand by our Factory 
Acts of the nineteenth let alone those of the twentieth century. 


SOCIAL INSURANCE 


The Soviet Union has a Ministry of Social Insurance responsible for the care of 
workers and their families who are unable to work for any reason. Pensions are provided 
for three categories (1) Those incapacitated by disease or injury: (2) Old age pensioners: 
(3) War pensioners. ‘There are a number of differences from social insurance in our 
country, for instance disablement pensions are non-contributory; old age pensions 
are not fixed but range from 50 to 60 per cent. of wages, the pension being computed 
on the basis of the average earnings over the last five years. Another difference is, if a 
man is killed at work his widow gets a pension only if she is unable to work, while the 
children get a pension apart altogether from the mother’s earnings. 


THE CARE OF THE AGED 


I was speaking just now about the importance of ante-natal care and the care of 
children in the Soviet Union. In direct contrast to this is their attitude to the old. 
Pension schemes are said to operate after sixty years of age but we saw many who were 
over sixty or who must have been prematurely old doing work which would only be 
undertaken by able-bodied men in this country. We saw old women sweeping the street 
at four o’clock in the morning (most of this type of work is done by elderly women); 
we also saw younger women working at furnaces, driving cranes, working as plate- 
layers on the railway, and working as brick-layers alongside men. 

‘On our way to Russia we spent a day at Helsinki, and on our return a day at Copen- 
hagen. In both cities we were given a civic luncheon and afterwards taken on a sight- 
seeing tour of the city. In both countries we found them very proud of the provision 
they were making for the care of the elderly, whether in the provision of special blocks 
of flats or special homes or Geriatric Hospitals. We saw nothing of this in Russia. 
Saratov which has a population of 600,000 makes no special provision for the elderly 
or the chronic sick and does not have a single Geriatric Hospital. When I asked about 
this I was told that there were now several Geriatric Hospitals in U.S.S.R. and that 
Saratov hoped to build one during the sixth five-year plan, that is during the next 
five years. One learned, however, that when in Russia they say they hope to do a 
certain thing, it indicates it is not on the priority list and no special plans have so far 
been made. 


MEDICAL EDUCATION 


After the revolution of 1917 the need for reorganizing medical training was acute 
and great efforts were made to increase the quantity and the quality of medical personnel. 
At first the entrance requirements were exceedingly low, in some cases a mere for- 
mality, and as a result, there grew up a generation of poorly equipped medical 
practitioners. At this time the training was the responsibility of the Ministry of 
Education, but in 1930 training was made the responsibility of the Ministry of Health. 
Under the new Ministry the aim was to produce three types of physician. 

(1) Practitioners for general medical, surgical and prophylactic work. 

(2) Public Health physicians. 

(3) Specialists for protection of mother and child. 
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Medical Schools therefore divided into three corresponding faculties: 

(1) Faculty of General Medicine (4-year course) 

(2) Faculty of Hygiene (34-year course) 

(3) Faculty for Protection of Mother and Child (4-year course) 

This new system, however, proved unsatisfactory and later in the 1930’s they reverted 
to the five-year curriculum common to medical schools in this country. In 1945 the 
curriculum was extended to six years, the final year to be used for practical work in 
hospital, polyclinics and medical centres. Before the Second World War the great 
problem was the inadequate pre-medical education of students. The standard of general 
education in Russia is (in theory at least) of ten grades from 6 to 16 years of age or 
7 to 17 years of age. It was found, however, that many of the students wishing to 
start a medical career had only completed seven grades instead of ten and even today 
such is the shortage of schools and teachers that many schools work in a two-shift 
system, half the children attending in the morning and the other half in the afternoon. 
The Russians got over this difficulty of inadequate pre-medical education by admitting 
students to a “secondary Medical School” from which they graduated as “‘feldsher” 
nurse or midwife after a three-year course. They then practised for three years, as 
feldsher, nurse or midwife after which they applied for admission to a medical school. 
Other students below entrance standard went to work in a factory in the daytime and at 
the same time attended special night schools where they studied a foreign language, 
mathematics, physics, chemistry and political science so that in three years time they 
might meet the entrance requirements of the medical schools. 

As has been indicated the entrance examination to the Medical School consists of 
a foreign language, mathematics, chemistry, physics and political science. German 
used to be the most popular language but now by far the largest number of students 
take English. This we were told is the case, not only in the medical but in all the other 
faculties as well. There is a great drive to learn English. The extraordinary thing is 
that of all the doctors whom we met in Saratov from the Director down to the doctor in 
the clinic we did not meet one who seemed to know any English. A member of the 
British Embassy staff in Moscow had to go to the principal Moscow hospital for an 
emergency operation the other month and an interpreter from the Embassy had to go 
with him as not one of the surgeons or members or the staff of the hospital knew 
English. One wonders how much of the required examination standard is like so many 
things in Russia “on paper only”’. 

On the general question of education it has to be remembered that before the revolu- 
tion of 1917 the standard of literacy in Russia was very low and more and more there 
seems to be a desire to follow what is best in the education system of countries like 
England. Perhaps the most startling innovation is that proposed by Kruschev in his 
speech to the Twentieth Party Congress in February 1956. I quote from the official copy 
of the speech which I purchased in Moscow. “It is now expedient,” said Kruschev, 
“to start building Boarding Schools. Children should be enrolled in these boarding 
schools at the request of their parents. They will live in the schools and their parents 
will visit them on holidays and during vacations. Children whose parents do not earn 
much should be fully maintained by the State. Parents with higher earnings should pay 
part of the cost of the education of their children. Finally some parents could cover 
fully the outlay made by the State on the education of their children in the boarding 
school.” 

I had the opportunity of visiting the Medical School in Saratov which is called the 
Medical Institute. It is not part of the University buildings, and I got the impression 
that it was not looked upon as part of the University. It is said to be one of the oldest 
Medical Institutes in the country dating back to 19¢g. Four hundred and fifty students 
graduated from the Institute this year. This is a staggering number when you think of 
Saratov as a city just somewhat bigger than Bristol. But it gives an idea of the enormous 
technical drive and the tremendous educational expansion which is taking place in 
Russia. The figures given for the increase in the number of doctors are interesting. 
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A DOCTOR’S VISIT TO U.S.S.R. 


At the Revolution there were 20,000 doctors in the whole of Russia. 


In 1928 .. _ bie 63,000 
1932. =. . es we 76,000 
1938 .. ae a 112,000 
IQ4E ae a 130,000 
1954 .. in a 300,000 


The curriculum is much like the medical curriculum in England with some striking 
exceptions. For instance, 246 hours are given to clinical surgery but 250 hours to the 
study of the principles of Marxism-Leninism. When the student goes on to his clinical 
studies at the bedside, he attends the Institute in the morning for theoretical training 
and the Hospital for clinical teaching in the afternoon. Sixty per cent. or more of the 
students are women. When a student graduates he has no free choice as to what work 
he will take up or where he will go. In general young graduates are sent for several 
years’ practice (usually three) to the rural districts and the sparsely populated areas. 
At the moment there is a great drive to open up virgin land for agriculture and an 
attempt to develop vast areas in Siberia and put them on an economic basis. There are 
schemes for afforestation and wheat growing, with hydro-electric power schemes on a 
scale never attempted before. Thousands of young technicians having just passed their 
final examinations are being drafted into these areas. More and more collective farms are 
springing up, and they all need doctors. It is in such conditions that the young medical 
graduate learns to become a general physician, te depend on his own resources, to 
develop self-confidence—in a word, to learn the hard way. 

After three years he may return to the city and apply for a position in the polyclinic 
or enter hospital and specialize, or if he has been a particularly brilliant student, with 
special aptitude for scientific work, he may on the recommendation of his teacher 
become a research worker. What are doctors paid? The young doctor is paid 600 to 
1,000 roubles per month. To assess how much that is worth it is necessary to compare 
it with the wages of some other workers. A washer-up in a canteen gets 400 roubles and 
a fitter may get 1,200 roubles. A cook in a large canteen gets 2,000 roubles, a manager of 
a canteen 3,000 roubles, a reporter 3,000 roubles. On the other hand a higher medical 
qualification may mean 1,700 roubles a month, a professorship 5,000 roubles, and at the 


_ top of the tree is a Director of Research with a maximum of 11,000 roubles a month. 


It will be realized that whatever kind of society they may have in U.S.S.R. it is by no 
means a class-less society. It would appear that although all do equal work some salaries 
are more equal than others. It follows that there are those whose standard of living is 
a question of making ends meet; there are others who can afford to buy a house (and it is 
now possible to buy a house in U.S.S.R.) or a motor-car, or to invest surplus money in 


_ Government stock at 3 per cent. 


HOSPITALS 


I will now try to describe what I saw of clinical medicine and my impressions of the 
different hospitals I was allowed to visit when in Saratov. Saratov is a large industrial 
city 500 miles south-east of Moscow, lying on the right bank of the Volga, north of 


| Stalingrad. The town was founded early in the sixteenth century on the left bank of the 
| Volga; later it became a small fishing centre and was transferred to the right bank of 


| the river. It is surrounded by hills from one of which (the Sara Tov or yellow mountain) 


| it takes its name. Its geographical position and its natural resources settled the town’s 
_ economic position in the country, and by the middle of the seventeeth century it had 
' become a trading centre. In the eighteenth century it became a regional town but its 


industrial resources were not developed till after the revolution of 1917. The increase 
on the industrial side in the past forty years has been phenomenal. During the last 
five-year plan (the fifth) it more than doubled its industrial output and today it is one 
of the largest industrial centres on the Volga. The gas supply of Moscow comes from 
Saratov, which is rich in natural gas. A 500-mile-long pipe-line carries the gas from 
Saratov to Moscow. 
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The largest General Hospital has 630 beds—z270 surgical beds, 130 medical beds and 
230 gynaecological beds. Each department is housed in a separate building, the three 
buildings being about 50 yards apart. Structurally the buildings are poor and from 
outside in a bad state of repair. Both inside and outside they resemble our Poor 
Law hospitals of 25 years ago rather than a modern general hospital attached to a 
medical school. The beds are very low and of poor quality. I had a look at some of 
the temperature charts and got the impression that charting was perfunctory and 
inadequate. They do not seem to have any difficulty in obtaining nursing staff, there 
being far more nurses than in the wards of a hospital in England. I did not see any 
male nurses. The nurses do not wear uniform but a white gown over indoor clothes. I 
could not obtain much information about the standard of their training although | 
understand the course for nurses and midwives is three years. Nor could I find out 
how efficient was the nursing. In this connexion, however, it must be remembered 
that there is no nursing tradition in Russia as in England, and up to 1917 there was 
no profession of nursing at all. I was not allowed to see any of their sluices or lavatories 
although I asked to. Lavatories are things they do not want you to see and on one 
occasion when we were permitted to see two workers’ houses all the rooms were open 
to inspection save the lavatory which was locked and the key removed. The wards in 
this hospital were small having four to eight beds and the ventilation was very poor 
indeed. This ventilation problem was one which we observed in practically every 
building in Saratov, and everywhere was the Russian smell. The vitiated air may be 
due to the use of double doors and windows because of the extreme cold in the winter; 
on the other hand in Helsinki all the windows and doors are of the double variety but 
ventilation is excellent by English standards. Equipment and methods of treatment 





presented strange contrasts. Dry cupping, and leeches in the treatment of right | 


heart failure on the one hand, and lavish equipment for physiotherapy and a wide range 
of antibiotics on the other. Electrical equipment seemed to be all over the place. One 
gadget demonstrated to me was in the form of a cage about 6 ft. high, inside which 
the patient sits on a wooden stool and round him is created an electromagnetic field. 
I was told it was used in the treatment of melancholia, migraine and tic douloureux. 

I gathered that they used most of the antibiotics in use in this country but was 
informed that a new antibiotic called Biomycin had recently been developed by Soviet 
research workers. I was given a sample with the requisite literature which I submitted 
to Messrs. May and Baker on my return to England. May and Baker tell me that it 
appears to be identical with or closely related to Chlortetracycline. Russian doctors do 
not seem to worry about acquired resistance to antibiotics and use them on a far greater 
scale in prophylaxis than we do. A special line of their own is to use penicillin or other 
antibiotics by inhalation in the prophylactic treatment of upper respiratory disease. 
I was told that this prophylactic treatment is used at the beginning of any infection of 
the influenzal type. Workers in the factory are encouraged to attend for this treatment 
at the onset of an acute rhinitis or if they have a sore throat. They use the sulpha drugs 
in the same way. P. K. Bulatov in his book “Modern Methods of Treating Bronchial 
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Asthma” which I purchased in Moscow says “In the case of 32 patients affected with © 


chronic non-specific pneumonia when prophylactic treatment with one grain of 
sulphanilamide two or three times a day was recommended attacks of bronchial asthma 
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which generally set in after the inhalation of various odours (smoke and dust, moist or — 
cold air, etc.) were prevented for a period of two to three months.” They claim follow- ~ 
ing the teachings of Pavlov that sulpha drugs act on the central nervous system and ~ 


have a disensitizing effect. Bulatov claims that sulphonamides exercise a desensitizing 
as well as a bacterostatic influence. They also treat bronchial asthma with intravenous 


blocks. f 
In the surgical unit of the General Hospital they have one X-ray room and one Xray 
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injections of novocaine as well. Another method in the treatment of bronchial asthjna ~ 
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table. I saw only one operating theatre but it had three operating tables and it appears 
to be customary for three surgeons to be working in the theatre at the same time. The 
room for sterilizing equipment was not on the same floor as the operating theatre. The 
wash basins which the surgeon used for scrubbing up had the ordinary domestic tap 


toa " handles. An orderly turns the taps off and on as required. 


They do not make the same use of general anaesthesia as in this country but appear 


and | to have reached a high standard in the perfection of local and nerve block anaesthesia. 
here || The Hospital kitchens and methods of feeding were unimpressive. The food is 


carried to the wards in standard, old fashioned bucket shaped utensils and there was 
no method of keeping food hot in its transit from the kitchen to the ward. 

I asked about blood transfusion units and was told they have a blood donor service 
and blood banks as in England. The Russians have apparently perfected technically 
the use of cadaver blood. They say that in twenty-five years they have had no compli- 
cations and no deaths by the use of this method. The procedure is very simple. The 
skin is disinfected with iodine, two cannulas are introduced into the internal jugular 
veins and the corpse is brought into such a position that the blood flows freely. About 


open i two or three litres of blood are extracted in this way and can be preserved in an ice 
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box for 28 days. 
I tried to get some information about mental hospitals. Russians doctors were shocked 


_ when I mentioned the percentage of beds given over to mental illness in this country. 


_ They assured me that the 100 beds they had for mental cases in Saratov were more than 
| enough and that in the Soviet Union there is no such thing as anxiety neurosis. Since 
they still think that England today is the England of Charles Dickens, that 


4 

4 
ment j we have widespread unemployment, that children go barefooted to school, they are 
"| not surprised that anxiety neurosis is fairly common in England. When I tried to 
. : correct one Russian’s false impressions of England she told me she knew what she 

ne 
i 
‘| 


was talking about. Had she not read Oliver Twist and Mrs. Warren’s Profession. 
| Two other hospitals were visited in Saratov—the Orthopaedic Hospital and the 
| principal Maternity Hospital. The Orthopaedic Hospital was opened in 1945 to 
» accommodate and treat men returning from war with severe damage to limb. Before 
_ being taken over as an Orthopaedic Hospital it had been a school. The building was 
| therefore an adapted one and not at all suitable for Hospital purposes. During the 


| war about one-third of the school buildings in Saratov had to be used for hospital 


| purposes. Cases demonstrated included neurological surgery, plastic surgery, and 
_ orthopaedic surgery. Several cases of rickets were being corrected by orthopaedic 
_ surgery. They seemed surprised when I told them we did not now see rickets in 
_ England. 

The principal Maternity Hospital has 80 beds with 2,000 cases per year. There is 
no domiciliary midwifery, all confinements taking place in Hospital. The appalling 
housing conditions may have a great deal to do with this. We were not able to obtain 
figures about housing, and overcrowding is not a subject the Russians are prepared 
to discuss, but it was obvious to us that in some parts of this great provincial city 
people were housed like animals rather than human beings. Moscow which has a 
higher standard than other cities in U.S.S.R. has stepped up new buildings so that 
now they can offer one room per family. 

An antenatal clinic is attached to the Maternity Hospital, and there being no 
domiciliary midwifery there is no district midwifery service. Health visitors, however, 
visit the homes when the mothers go home and encourage them to keep in touch with 
the clinic. Altogether there are six maternity hospitals in Saratov with a total of 500 
beds. The still-birth rate, I was told, was 1 per cent., forceps cases 2 per cent., 
and Caesarian section 1 per cent. They do medical but not surgical induction. When I 
asked about this and sketched a Drew Smythe Catheter they had not heard of it. 
Toxaemia they say is rare and the eclampsia rate 0.008 per cent. Sedatives are seldom 
used. They do not use either triline or pethedine and have no use at all for general 
anaesthesia. I visited the labour ward. There were three beds in line about two feet 
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apart and a woman in an advanced state of labour on each. The Pavlov method of | 


rgen 
painless labour was demonstrated. It appears to be part hypnotism and part well- vife ir 
taught relaxation on a woman well conditioned beforehand. The instrument table © \hole 
was a shock. A table about three feet square covered with oil cloth but no sterile towel. | typho 
The equipment consisted of a small sterilizer with a few instruments, a domestic © jeath 


saucepan containing sterile water and one kidney dish. The attendants were not | paraly 
wearing sterile gowns or gloves. There, as in the other Hospitals which I visited, 1 | jade 


formed the opinion that Russian Hospital standards of cleanliness and sterilization | Yet 
are very much below ours. infant 
POLYCLINICS bedro 

near ¢ 


There is no General Practice in Soviet Russia as we understand it. An individual § ,.,}ya1 
does not have someone whom he looks upon as his doctor, nor is there such a thing asa | fiJtera 
family doctor—a practitioner who looks after father, mother and children as well. The ) questi 
Russian citizen sees himself much more in relation to a group than we do, the group | statist 
being the factory, the school or a block of flats. In this country a man will say “I’m not | ao th 
well, I must go to my doctor”; a man in Russia will say, “I must go to the polyclinic”. | | dou! 
It may be that father attends the polyclinic at the factory, mother, perhaps pregnant, is * 
under the care of the clinic obstetrician, a sick child at home is being visited by a § 
paediatrician while another young adult in the family may attend the district polyclinic. | 
There appears to be much more specialization outside the hospital than in England. ’ (1). 
Each polyclinic has a wide variety of specialists though specialization does not neces- largely 
sarily confer consultant status. » popul: 

I visited the Central Polyclinic in Saratov which again is an old building in a poor © agricu 
state of repair outside. Inside, a wide dirty iron staircase leads to the consulting rooms © peasar 
on the first floor. The woodwork is painted a dark-brown workhouse-looking colour, | popul: 
floors are dirty and there is a general absence of ordinary cleanliness let alone spit and | housir 
polish. Admittedly many of these places are old but could without much expenditure © indust 
of money be made bright and cheerful and at least they could give them a general | We sa 
feeling of cleanliness if they but tried. j ago ar 

The polyclinic is in many ways like the out-patient department of one of our © corrug 
hospitals, They have X-ray rooms, a pathological laboratory, a large department of — built b 
physiotherapy, a whole basement given over to hydrotherapy and a small operating — One vy 
theatre for minor surgery. Emphasis I felt was on treatment rather than diagnosis— ~ of abo 
treatment primarily aimed at getting men and women fit for industry again. The — (2) , 
doctor attitude struck me as having something of the football trainer about it— “we — even n 
must get this man fit in the least possible time”. I have it on reliable authority that — to insi: 
Moscow now has a polyclinic for private patients where you may pay for treatment. © Sarato 
The advantages are said to be saving of time for the patient to whom time is important, . Sarato 
and a more individual approach on the part of the doctor. are rer 

There is a special Central Dental Polyclinic in Saratov, which is the training centre 7 ables, 
for dental students. Most of the students are women. We saw quite a lot of dental work © fixed p 
going on, extractions, fillings, fitting of dentures and making dental bridges. They © not en 
make very few dentures and those we did see were not very attractive. Like the goods i come f 
sold in the shops the quality and finish were poor. There was no attempt made to match | ~ by the 
teeth or make the dentures look like natural teeth. Dental bridges are constructed of “little n 
stainless steel and when you get a patient with a mouthful of teeth made of stainless ) price t 
steel the result in our eyes is grotesque. But tastes differ: I was told the Russians {have t 
think steel teeth an aid to beauty especially if you have added a gold filling or two in >from tl 
the remainder of your own teeth which hold the steel bridge together. B (3). 

No general anaesthetics are used for major dental surgery. Resection is done under 7 proble: 
2 per cent. novocaine. No more than two teeth are extracted at a time and extensive use 7 During 
is made of antibiotics both prophylactically and locally for infected cavities and the like. Jofheav 

These were some of the things I saw in Saratov. But you cannot learn a great deal in Jneeds ¢ 
a fortnight especially if you have to share the services of an interpreter with others. Some — goods i 
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A DOCTOR’S VISIT TO U.S.S.R. 9 


' urgent questions which were asked remained unanswered. I was told that cholera, so 

| rife in the old days in that part of Russia, is now so rare that students go through the 

' whole of their training without seeing a case. There are only sporadic outbreaks of 

typhoid now and no malaria. They have only a few cases of diphtheria per year and no 

_ deaths. There are occasional outbreaks of poliomyelitis but practically never with 

paralysis, but so far they have not been able to start inoculations although a start was 
made in Moscow this year. 

Yet there were the many questions unanswered. The birth-rate, the death-rate, the 
infant mortality rate: measures to ensure a pure water supply. (The tap water in my 
bedroom was a nice rusty colour due, according to one of the doctors, to work going on 
near our hotel, but due according to a member of the local Soviet to the amount of 
© valuable iron in the water supply of Saratov.) Do you have a system of chlorination or 
filteration? What are your methods of sewage disposal? These were a few of the 
* questions asked and asked again but in the end they remained unanswered. Medical 
| statistics are not a strong point in U.S.S.R. and I believe it was only about two years 
ago that the first medical statistics for the country as a whole were issued from Moscow. 
| doubt if there are any local statistics for a city like Saratov. If they exist at all they 
are probably mostly guesswork. 


SOCIAL PROBLEMS 


(1) Housing. In 1917 Russia had not in many ways changed for generations. It was 
largely the Russia of the mid-nineteenth century novelist with 80 per cent. of the 
population illiterate peasants, either the children or grandchildren of serfs, engaged in 
agriculture of a very primitive kind and living for the most part in the thousands of 
peasant villages of the country. Today nearly half the population works in towns. The 
population of Saratov has increased by 100,000 since the war. No wonder they have a 
housing problem. So far as we could see such has been the concentration on heavy 
industry that only in recent years has any attempt been made to meet housing needs. 
We saw the two extremes—the modern blocks of flats begun no more than a few years 
ago and the tumbledown wooden houses with their tiny fret-work windows and 
i | corrugated i iron roofs without plumbing or modern sanitation which must have been 
i built before the revolution. Even the modern houses are overcrowded by our standards. 
i One we saw had a single bedroom for father, mother, grandmother and one child 

_ of about four years old. 
| (2) Food. Another problem is food. There is just not enough food in the country— 

| even now—to go round and during the hard times anyone who was high minded enough 

‘to insist on living on his rations simply died. So far as I could judge from what I saw in 

Saratov, Russia has a black market in food run with the connivance of the State. In 
i: Saratov the market is housed in a building provided by the State and the various stalls 
E rented from the local authority. In the market you can buy meat, fish, fowl, veget- 
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ables, fruit, bread, all at prices ranging from 50 per cent. to 100 per cent. above the 
fixed price in the State shops. Why then not stick to the State shops? Because there is 
not enough to go round. The market is really a black market. Where does the food 
come from? Well, collective farms must produce a certain amount of food as laid down 
) by the local authority, but by working hard and working longer hours they produce a 
)little more than their quota which they can then take to the market and sell at whatever 
price the customer is prepared to pay. Then there are workers on the State farms who 
Shave to give x hours of work to the State. But when they do x+-1 hours the produce 
from the extra hour is their own which can be sold in the market for what it will fetch. 
(3) Shortages and Crime. The shortage of consumer goods has led to other social 
problems—problems with which we were not unfamiliar ourselves just a few years ago. 
) During the whole of the six five-year plans Russia has concentrated on the development 
of heavy industry at the expense of consumer goods and what we would call the ordinary 
}needs of a civilized society. The result is that even if one can afford the prices asked for 
goods in the shops they are in such short supply that persistent queueing is the only way 
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é 
to get them. As a result Soviet Russia has her speculator or contact man in such things 
as housing materials, living accommodation and motor-car spares, and at the other 
end of the scale the spiv who deals in stockings and household goods. There is also the | 
natural revolt of restless spirits against the drab monotony of bad housing, absence of | 
consumer goods and ndthing but hard work. As a result you have the juvenile dilinquent 
the hooligan gangs and the Teddy Boys, some of them in Edwardian jackets and 
drain-pipe trousers just as in England. Recent visitors to U.S.S.R. have made much of 
these features of modern Russia but I think they have been exaggerated out of propor- | 
tion to their importance. Human nature being what it is shortages will always produce | 
the economy of “below the counter” with the appearance of the contact men and the | 
spiv. But I think they are less evident in Russia than they were in England a decade ago. ” 
There is even a bright side to this, for such is the demand for learning there is a black 
market in books—not “curious” books or banned books but the Russian classics. The f 
works of Lenin and Stalin are printed in millions: of these there are always enough. But 
although the pre-revolutionary classics are published in editions ranging from 15,000 to | 
100,000 there are never enough to meet the demand. War and Peace, Chekhov’s plays, 
the works of Dickens, The Forsyte Saga, the plays of Bernard Shaw—there are never § 
enough of these to go round, and only a handful of the hungry multitudes are fortunate 
enough to secure a copy. And in the winter time the principle library in Saratov has | 
1,000 readers a day. 


CONCLUSIONS 


What final impressions are left in the mind after this brief stay in Russia? 
(1) First and most important the impression of a country in many ways like what 
Victorian England must have been. A nation, virile, industrious and confident of its” 
own destiny. When we landed in Saratov we did not touch down at a modern airport) 
with offices, control tower and long runways; we came down on what was no more/ 


than an open field. The fleet of cars which took us to our hotel drove through a network] 
of unmade or badly made roads. The city looked at first sight like a familiar set froma 
Wild West film and one said “This is what America must have looked like when the’ 
Middle West was being opened up.” Russia is in the throes of her industrial revolution,” 
and she has all the certainty the Victorians had in the virtues of human and material 
progress. There is the same sense of purpose, the same confidence in the future. There|y 
is also the same strain of puritanism running right through society, the same moralizing 
so revealing in their attitudes, their newspapers and their films. There is no parading o! 
sex, no kissing in public; you never see young people walking hand in hand in public. 7 
The photograph on the front page of the newspaper is not a film star, nor the latest” 
divorcee but some worker who has laid more bricks than his fellows or a manager who” 
has raised production from fulfilment to overfulfilment in his part of the five-year plan. 7 
I did not see a country preparing for war. I saw a people to whom war would be 2 
disaster: who are confident that given time by economic expansion alone they will be7 
the most powerful state in the world. j 
(2) Secondly I saw medicine being developed along lines which made me afraid. In” 
Western civilization the healing art has always been touched by the spirit of humanism” 
or the spirit of Christianity. In Soviet Russia I saw a science and an art which had in” 
some ways become subservient to the requirements of the State. Healing with us is) 
pursued in pity for the less fortunate without reference to the patient’s usefulness ti 
society or the economy of the country. It is not so in Russia. Hence the emphasi! 
on industrial medicine and treatment aimed at fitness for employment as early a 
possible. Hence the absence of vital statistics, the absence of Geriatric Hospitals, the’ 
neglect of mental health. Human beings do not matter as human beings. While humat_ 
safety on all European air services demands the provision and strict use of safety belts” 
on aeroplanes, in most Russian planes they are dispensed with altogether. It is am 
illustration of the different emphasis on the importance of human life. I may be wrong 
but the stark realism of Marxist materialism when applied to medicine makes me afraid” 
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(3) My last impression is that Soviet medicine must suffer because of its lack of 
flexibility. The methods and teaching of Pavlov are sacrosanct. This, I feel, is not 
because the Pavlov teaching of conditioned reflexes is superior to other theories in 


) physiology, but because it is politically convenient to make it so. It is not its scientific 
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accuracy that makes it the one true faith in Russian medicine and all others spurious, 
it is because it is politically correct and fits so well with the principles of Marxism- 
Leninism. In the building of a Communist society the conditioned reflex is a weapon of 
the greatest possible power; if it can be proved to be scientifically accurate, as well as 
politically convenient, all the better. One can only hope that the contact being made 


) with the outside world since the death of Stalin will lead Soviet medicine into broader 


paths and make the deviationist doctor a force within the borders of the U.S.S.R. 
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Sedatives have come to occupy a unique place in medical practice. Their annual © 


consumption in this country now probably exceeds that of all other drugs put together. 
In the U.S.A. in 1948 the production of barbiturates alone amounted to 336 tons, 
or the equivalent of 24 therapeutic doses per inhabitant (W. H. O. Report, 1950), 
and it is certainly greater today. However, sedative therapy is comparatively modern, 
and until the nineteenth century was confined to the alleviation of pain. 

In the therapeutics of the ancients, hypnotics and sedatives rarely figure; in fact, 
more attention was paid to somnolence than to insomnia or restlessness, and massage, 


‘ 


diet, purges, exercise and bleeding were the usual treatments for mental and neurotic iy 


disorders. Opium and mandrake—ancient remedies—were recommended for oc- 


# 


casional use in the relief of pain. They were probably not used for what would now be © j 


called nervous conditions although something similar to anxiety was known and has 
been described under the title of ‘“‘watchfulness”. Paulus Aegineta, in his ere 
synopsis in the seventh century, distinguishes between watchfulness proceeding from |) 
pain and fever and the watchfulness of those in health, and of the latter he writes 


(1844): 


“Tf their watchfulness proceeds from sorrow, care or any mental emotion, we must 
endeavour, if possible, to remove the offending cause and then to divert the attention 
by agreeable sounds. For this purpose, some seek after the gentle noise of waters 
by which they are soothed and lulled to rest. After proper digestion they should 
use baths, especially in the evening, and a moistening diet. They may also mix the 
green leaves of the black poppy with condiments and eat fish of easy digestion. 
They should also use plenty of wine which is light and not old. I have kown rest 
succeeding suddenly to fatigue produce the effect. Moderate coition will sometimes 
do the same.” 


To seek for a cause of the mental distress first would be good advice in psychiatry and 
general practice today. 


Sedation by day is a modern introduction. It is not mentioned by the older English — 
classical novelists. Charlotte Bronté writing in 1853 describes in Villette the use of — 
sedatives at that date: ““The sedative had been administered; in fact they had given ~ 
me a strong opiate—I was to be held quiet for one night.’ But by the end of the ~ 
century bromides and valerian as daily sedatives were recommended in standard” 
textbooks of medicine. The term “sedation” is loosely used today and expressions 


such as “adequately sedated” are without any real meaning. However, the term 


“hypnotic” is precise and of ancient origin being “a medicine that causes sleep”. — 
Interest in hypnotics, other than opium, alcohol and cannabis indica, dates from the 


discovery of anaesthesia, and the search for anaesthetic substances produced a number 
of new hypnotic and narcotic drugs such as bromides, chloral hydrate, sulphonal and 


paraldehyde. After a considerable vogue in the last century, they have now been — 
practically superseded by the barbiturates and newer hypnotics. The history of © 


* A paper given to the Bristol Medico-Chirurgical Society, on 12th December, 1955. 
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modern sedation is the history of the use of the barbiturate drugs and of the successful 
and lavish pharmaceutical publicity that has accompanied it. 


BARBITURATES: THEIR HISTORY AND PROPERTIES 


Barbitone, the oldest barbiturate, was first introduced into medicine by Fischer 
_ and von Mering in 1903; sold as “‘veronal”’, it is still occasionally used. It was followed 
j in 1912 by phenobarbitone under the trade name “luminal”, still prescribed as an 
| anti-convulsant. During the next few years, over 2,000 barbiturates were synthesized 
and studied, and about 50 were put on the market (Goodman and Gitman, 1955). 
The modern barbiturates have the advantage of lighter action and shorter duration 
than veronal and phenobarbitone. All the barbiturates are capable of producing sleep 
and are used more for the treatment of insomnia than anything else. With adequate 
" oral dosage, sleep is induced in less than one hour from ingestion. It is said to re- 
annual. semble normal physiological sleep and to be easy, tranquil and dreamless. In spite 
gether. | of these claims, there is often a hangover after awakening without necessarily any 
6 tons, physiological disturbance. Barbiturates produce a depression of activity of the central 
1950), ‘nervous system and are capable of altering the pattern of the electroencephalogram. 
iodern, | Any degree of reduction in central nervous system activity can be produced from 
{drowsiness to deep coma. Nevertheless, the effect cannot always be easily predicted. 


during the night. This paradoxical reaction should be borne in mind in treating the 


in fact, It has been observed that the intensity of the effect depends not only on the particular 
assage, © barbiturate, the route of administration and the dosage, but on the level of reflex 
eurotic), excitability of the patient at the time when the drug is administered. The attitude 
ior oc-) of mind of the patient to the situation, as well as to the drug and the illness, is of 
now be importance. This is true even for animal experiments. Chen (1954) has related how, 
nd has|) when he prepared a monkey for demonstration of the effect of quinalbarbitone for 
sbrated 2 congress and had taken the precaution of anaesthetizing it twice previously by way of 
g from rehearsal, after an adequate dose of the drug, the monkey sat up restlessly and the 
“writes'. demonstration was a failure. Suspicion of the audience had alerted it and overcome 
j the soporific effect. 
: a Sometimes, individuals under stress become more wakeful when damped by bar- 
shen 0 ) biturates. Wendt (1954) has reported that a group of volunteers, who had been kept 
pronarecies alert for 40 hours, became irritable, anxious, apprehensive and difficult to keep awake ; 
rises 100 mg. of secobarbitol aroused them sufficiently to continue with further experiments 
er insomnia of patients who have active causes for alertness and anxiety. It also explains 
eget why a single dose of the barbiturate may reduce tension and improve the performance 
retimes § Of 29 individual in acute stress. Disadvantages of barbiturates are their effect on 
| depressing the respiratory centre; their tendency to produce dependency and sometimes 
| addiction; and the hangover effect. 
tryand = = Barbiturates are grouped as light, medium and heavy, according to the rapidity of 
their action and its duration. The heavier barbiturates are slower in action, but the 
English } action is more prolonged, and the depressing or damping effect is clinically greater 
; use Of } and therefore the tendency to hangover is also greater. They are probably more 
d given | dangerous instruments for suicide. 
1 of the Such has been the power of advertising, that the barbiturates in common use are 
tandard’| referred to by their proprietary names such as Nembutal, Soneryl, Sodium Amytal, 
ressions" > and so forth. The use of trade and chemical names is most confusing, and the con- 
1¢ term ~ fusion is made still deeper by the various coloured capsules in which the drugs are 
sleep’. | usually supplied. The names and the colours lead to nicknames, such as “red devils” or 





rom the _ “yellowjacks’”’, which have the effect of popularizing the drugs and fixing them in the 
number ~ memory of the public. Patients have been known to say that one doctor used yellow 


nal and ~ capsules for ease of dispensing because his partner used blue. White pills are now 
w beet commonplace and many patients do not really trust white capsules any more. With 
story 0! | so many proprietary preparations available, it is wise to stick to two or three barbiturates. 


7 ' ‘There has recently been a tendency to market barbiturates in mixtures on the 
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assumption that a combination of a light barbiturate with a heavy one, or both with 
some other substance, packed in special capsules with different rates of absorption. 
produces a slow, steady absorption of the sedative over a long period of time and 
thereby tranquillizes the patient. It has yet to be shown that these mixtures have any 
advantage over the single and probably cheaper preparations. 

Barbiturates alone have no analgesic properties and may even excite or intoxicate 
patients suffering physical pain. It is claimed that the addition of barbiturates to 
aspirin enhances the analgesic effect and mixtures of this sort may be superior to 
codeine in the relief of mild pain such as toothache or slight injuries. 

Some of the more commonly used barbiturates with their trade names and doses are: 


Quinalbarbitone (light) Seconal 3 gr. (0-2 g.) 
Amylobarbitone (medium) Sodium amytal 3 gr. (0-2 g.) 
Butobarbitone (medium) Soneryl 3 gr. (0°2 g.) 
Pentobarbitone (light) Nembutal 3 gr. (0°2 g.) 
Phenobarbitone (heavy) Luminal 4-2 gr. (32 mg.—120 mg.) 
Barbitone sodium (heavy) Medinal 5-10 gr. (0-3 g.—o'6 g.) 


NON-BARBITURATE HYPNOTICS 


A number of hypnotics have been introduced as an alternative to barbiturates. 
Methylpentynol or ‘“‘Oblivon”’ is probably the best known. Its hypnotic potency is not 
high and it is claimed to be non-addiction-forming, produce no hangover and be 
little toxic. In spite of the claims, some deaths attributed to over-dosage have been 
recorded and Glatt (1955) has described certain alcoholics who had become addicted 
to Oblivon, either in addition to or as an alternative to alcohol. It is of special im- 
portance for it can be obtained, as Schedule I, without medical prescription, and has 
some reputation because of its honorary title of “the confidence drug”. Methylpentynol 
seems undoubtedly to reduce apprehension and give an illusion of contentment and 
calm, even amounting to elation. Candidates, after a successful interview or a suc- 
cessful viv a, have attributed the result to the drug: and a series of volunteers examined 
by a police surgeon Sinton (1954) with the “drunk in charge” tests did better than 
normal. Hare (1955a) found with patients in Dundry Villas Neurosis Centre in a 
self-controlled trial that methylpentynol was inferior to Carbromal, which in turn was 
inferior to butobarbitone for securing sleep. It undoubtedly is of value and probably 
has a special advantage in the treatment of insomnia in old people who are often 
susceptible to barbiturate and bromide intoxication. Carbromal ureide, similar to 
Adalin and Dormiprin, has about the same hypnotic strength as methylpentynol, 
dose 12 gr. Generally regarded as harmless, it may cause dermatitis and as it can be 
obtained without medical prescription cases of addiction or at least drug dependency 
occur. Persomnia resembles carbromal; and carbrital, which is in fact carbromal with 
pentobarbitone, has some vogue. 


SLEEP 


Insomnia—the inability to sleep normally or to sleep at all—is feared by all kinds of 
people. Throughout the ages, writers and poets have extolled the gift of ‘deep natural 
sleep that refreshes the body and shuts out care. These imaginative writers dread the 
dreams that spring from the active unconscious, in contrast to those of children built 
of pleasant phantasies and wish-fulfilments. 

Keats speaks of “sleep, the soft embalmer of the still midnight”; and he gives a 
clinical indication for a hypnotic drug for anxiety and insomnia when he writes: 

“Save me from curious conscience that still lords 
Its strength o’er darkness, burrowing like a mole. 
Turn the key softly in the veiled wards 

And seal the hushed casket of my soul.” 

A good hypnotic should be certain in action and produce sleep from which the 
patient awakes refreshed, without hangover. Although hypnotics cannot directly 
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AND MISUSE OF SEDATIVES AND HYPNOTIC DRUGS 
vith | ; ; 
ion. || attack the cause of sleeplessness merely by securing a good night’s rest, they may— 
a 
‘ 


and | by interrupting a succession of sleepless nights—make the patient better able to cope 

any with the mental or physical circumstances that have been initially responsible for the 
“|| insomnia. 

cate "| The aim in the treatment of insomnia should be to secure a reasonable amount of 


s to || sleep for the patient. It is important to inquire what have been the usual sleeping 

r to habits—the hour he normally went to bed, how long he slept, the usual depth of sleep, 

\ whether a light sleeper or not. Since most people sleep for many more hours than is 

are: | necessary to repair their fatigue, it is not to be expected that a long sound night’s sleep 

can be obtained if the patient is troubled by real worries or anxiety disturbances in the 
unconscious, without heavy doses of a hypnotic. 


TYPES OF INSOMNIA AND THEIR TREATMENT 
The causes of insomnia can be grouped as: 


(a) Over-excitement and anticipation. 


(6) Anxiety and psychoneurosis. 


4 (c) Psychotic conditions, such as mania or depression. 
en f (d) Disturbed sleep pattern in senility. 
—_ 7 (e) The loss of the sleep habit. 
_— | (f) Pain and physical illness. 
boned 4 (a) In over-excitement and anticipation (for example, before a wedding or an exami- 
-jm- |) nation) the subject may get no sleep at all without a hypnotic. If a hangover is to be 
{has | avoided, he should not be given the drug late—probably not after midnight. If 


rynol | possible he should go to rest at about 10, then when all is quiet take Seconal gr. 14 or 3, 





“and 4 or Oblivon 0:5-1-o g., or corresponding drug. However, it commonly happens that 
suc- | he goes to bed late, lies awake until the small hours, then in desperation takes a drug, 
ined gets some broken sleep, and has an unhappy hangover i in the morning. A quick- 
than | acting barbiturate is best and should be given in larger rather than smaller dosage 
in a i provided it is taken not less than 8 hours before rising. 
.was =) = (b) Anxiety and psychoneurosis are by far the commonest and most important causes 
ably | of chronic insomnia. Acutely anxious and worried patients dread the night with its 
often { tension, restlessness and nightmares. Preoccupied with their worries or fears and 
ar to perhaps rendered inefficient by daily sedation also, they find the day intolerable. They 
ynol, __ should not be permitted to go to bed too early as they are eager to do so to shorten the 
in be | day, and as they desire a heavy dreamless sleep, they rapidly become dependent upon 
lency drugs. It will be observed that they become tense and restless towards evening, im- 
with patient for the drug. If it is given early the dose will have to be increased considerably 
thereafter. Eventually the patient may demand ten hours’ sleep at the cost of a heavy 
hangover in the morning. 

It is important to distinguish between the hangover effect and morning discomfort 
ds of due to anxiety. The characteristics of hangover are weary, dull awakening, headache, 
tural lethargy and indigestion. The patient commonly says he “feels awful’’, but improves 
d the slowly as the day goes on, and he attributes this to his illness. As the hangover effect 
built | wears off, the patient becomes livelier, but towards evening he becomes tense and alert 

+ in anticipation of the night. The typically anxious patient awakes tense, alert, with 
mi * ) gastro-intestinal uneasiness, palpitations, vasomotor upsets and a sense of panic. 
P _ This is probably due to the disturbing effects of fears from the unconscious which have 

' been operating during sleep. As the day goes on and he has more to do and more outlet 

_ from his tension, these fears sink back and he feels calmer towards evening. 

: The hangover can be responsible for inefficiency and inability to cope with work or 

» house which may have more serious consequences than the original circumstances. It 
h the | is this fact, probably more than anything else, that makes a neurosis chronic. These 
rectly |} secondary problems produce more anxiety with an increasing demand for drugs and a 


Vicious circle is easily established. 
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Hypnotics are important in the treatment of acute situations, acute anxieties, bereave- 
ments and worries. In order to avoid habit formation, it should be made clear to the 
patient that the securing of sleep, desirable as it is, is not in itself a cure, and that even 
if the patient is unable to sleep without drugs after having solved some of the difficulties 
of the anxiety situation, he cannot continue to have nightly hypnotics. It is quite 
true that the publicity literature suggests that barbiturate sedation can be continued 
year after year, keeping the machine of the mind or the brain in a sort of balanced 
state. This is not so, and the need for hypnotics generally springs from nervous 
illness or real worries, which will have to be solved. 

In insomnia due to recent events it is wise to prescribe nightly drugs for a week or 
two, but in long-standing cases the procedure is different. After a patient has had two 
or three nights’ sound sleep he should be instructed to do without drugs for the third 
or fourth night if possible, even at the expense of a restless night, and should be told 
that it is important not to take sleeping pills on more than three nights in a week there- 
after. Many patients believe that sleeping pills are harmless and are not what they call 
“drugs”. ‘They would treat them with greater respect if they knew they were potent 
and dangerous. The capsules should be given into the charge of a husband or wife, or 
other relative, who should be instructed to keep a check on the amount consumed: 
this is often much greater than anyone suspects. Determined patients may persuade 
their friends or servants to give them drugs provided by their own doctors for alleged 
“nerves”, or to obtain prescriptions from private practitioners as well as from their 
own National Health Service doctor. 


(c) Psychotic conditions, of which mania and depressions are the commonest. 

Mania is unlikely to be treated for long outside hospital. Patients are consistently 
restless and not only do they not desire to sleep but they can do with very much less 
sleep than normal individuals. Paraldehyde dr. 2 or 4 repeated during the night, or 
medinal gr. 10 or gr. 7 plus paraldehyde dr, 2, will probably secure a night’s rest. 

Depression. One of the characteristics of depression i is inadequate sleep by night 
with early awakening followed by mental and physical retardation and inactivity by day. 
Sedation by day is likely to deprive the patient of any chance of sleeping at night and 


should be avoided. Sedation at night, preferably, by means of Sodium Amytal or © 


Nembutal or Paraldehyde, should be given at a time when the household is going to bed. 
It is essential that the depressed patient should not be out of observation. ‘The practice 
of giving a sedative drug to a depressed patient early, while the rest of the family stay 
downstairs to watch television is an invitation to suicide. Also because of the early 
awakening, late administration is of greater value. 


(d) Disturbed sleep pattern in senility. The restlessness of the senile is a constant 
problem. Here there is much to be lost and nothing to be gained by permitting the 
patient disturbed nights. These patients, by reason of brain-wasting and poor cerebral 
circulation, are particularly troublesome at night when brain metabolism is low. They 
become delirious, get up, and may wander from the house and come to harm. They 
probably do not require much sleep at night as they doze off frequently by day. 
Paraldehyde, dr. 2 or 4, when the household is going to rest or when the patient is 


getting troublesome, is by far the best drug. As an alternative, Oblivon 0-5-2-0 g. | 


can be used, but barbiturates usually excite and the bromides rapidly produce a toxic 
confusion. An increase in aimless restlessness with deepening confusion should raise 
suspicions of bromide or barbiturate intoxication which is confirmed if heavier doses 
fail to calm the patient. Chlorpromazine (Largactil) has definitely some advantages 
in the treatment of old patients, and in 25 mg. doses t.d.s. will often secure a great 
reduction in their aimless agitation (Seager, 1955). 

Most important in the care of the sleepless, restless senile is to establish a regular 
routine—an exact hour for going to bed, and for getting up, for attention to bowels, 
and washing, for meals and recreation. 


(e) The loss of the sleep habit may occur in anxious women who have been kept awake 
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at night by a baby or who have kept alert in nursing a sick child, or in nurses and others 








ave- who work night shifts. The habit of sleep is lost and a faulty habit established. These 
the cases are most difficult to deal with. The trouble usually occurs in tense, worrying 
‘ven “individuals, normally light sleepers. Irrespective of their work, routine, or amusements, 
ities | they cannot get to sleep, they fear the hours of the night and at the best doze fitfully. 
uite They become intolerant of the noises of the night, the child’s cough or the husband’s 
ued |) breathing, the ticking of the clock for example and they are genuinely fatigued during 
iced |} the day. The treatment aims at breaking the chain of sleeplessness by hypnotics and 
vous | then establishing a normal routine. Since these weary individuals usually go to bed 
early, they should go to bed late and be given a hypnotic in an adequate dose for 
kor — about 7 hours’ sleep, for three nights running. Thereafter they should try to do 
two _  \vithout the hypnotic, but if sleep still does not come, take a dose late on occasional 
hird © nights. A visit to the cinema, a dance or some other recreation in the evening is a 
told | great help. 
pr : (f) Pain and physical illness. The management of insomnia due to physical disturb- 
Bae ; "ances is, of course, bound up with the treatment of the physical condition. 
e,or 
ned; © SEDATION AND SEDATIVE DRUGS 
uade | Sedation is the attempt by means of drugs to secure mental and physical tranquillity 
eged in an individual who is tense, restless, strung-up or agitated. These expressions of 
their |) subjective feelings indicate a good deal of sympathetic disturbance, and they also 
|, indicate that the patient is receiving impulses of a disagreeable character from inside. 
' Barbiturates will not directly reduce tension, but small doses may calm the overwrought 
ently | patient; they also make him less receptive to stimuli such as noises, children crying, 


less that provoke attacks of nerves, anger or panic, and to the stress of situations. In large 


t, or 4 doses they are likely to cause mental dulling and hangover feelings that add consider- 
: _ ably to the feeling of physical illness. The medium and heavy barbiturates should be 
light used, and small doses of phenobarbitone or Sodium Amytal are often of great benefit, 
day. 7 especially at the time of acute stress. A small dose on rising often helps to relieve the 
-and | tension and turmoil of an acutely anxious patient and enables him to start the day’s 
al or ; work with some confidence. Sedatives should not be taken regularly, if possible not 
bed. || more than once daily and they should not cause drowsiness. Regular barbiturates by 
ctice i day do more harm than good. 
stay G In very acute, disturbed, anxious cases, barbiturates for a few days will certainly 
early ease the patient and blot out outside worries, and in severe panic or stress a single full 
| hypnotic dose of barbiturate to secure sleep is often necessary. Some people are 
stant helped by a small dose of phenobarbitone of Sodium Amytal before interview or a 
x the ; stressful event. This is, of course, because it makes the individual less alert and less 
Siwral receptive, so that the situation does not produce the reflex disturbances—palpitations, 
They dizziness and gastric upset—that it otherwise would. 
They There is not much evidence that bromide mixtures have a sedative effect, and as 
p ese bromides are cumulative and intoxication is so easily produced, it is probably wiser 
fr not to prescribe them. ~ EA 
aa 2 A Tension in the head or the muscles, with a boiling-up feeling inside, is one of the 





commonest and most distressing complaints of psychoneurotic patients. There is good 
reason to believe that these feelings are due to an increase in muscle tone and one has 
only to look at over-wrought patients to see how strained and tense they are. For 


toxic i 
doses . example, a highly successful business man from his early days would press his knees 


raise 


age against his desk so fiercely when putting through important deals that he wore out his 
— trousers—not a great expense when a quarter of a million was involved. For the last 
twenty years his desks have had a recess cut out. But apart from such obvious re- 
actions many patients are never free from a feeling of aching tightness in their muscles, 
particularly involving the head and back of the neck. This has led to the search for 
drugs that might reduce muscular tension by operating on the musculature or the 


VoL. 72 (i). 
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autonomic nervous system. Berger (1946) and Stephen (1947) demonstrated that 
Mephenesin could produce muscular relaxation accompanied in human subjects by a 
feeling of euphoria. However, the reports of different surveys of the use of Mephenesin 
in anxiety and tension study have been conflicting and on the whole not encouraging. 

A study with female neurosis patients, carefully conducted by Hare (19556) at 
Dundry Villas, Barrow Hospital, showed no greater improvement with Mephenesin 
than with a placebo, and Mephenesin was responsible for sensations of a disagreeable 
character not necessarily connected with relief of symptoms. Preparations of Mephene- 
sin with a combined barbiturate do not seem to have any advantage over the simple 
barbiturates. 

Combinations of amphetamine with barbiturate of which “Drinamyl!” is an example 
have had a considerable vogue. This is a curious example of paradoxical reasoning, 
the supposition being that the barbiturate offsets the tension-producing qualities of the 
amphetamine, which in turn reduces the depressing effect of the former. It is very 
doubtful whether these preparations have any special indications or value. 

Chlorpromazine (Largactil). This drug, about which an enormous amount has been 
written, partakes of the nature of the antihistamines. Many claims have been made for 
it, but it is true to say that there is no agreement about its real use or indications in 
psychiatry. In some cases of chronic psychosis, chronic schizophrenia, mania, states 
of agitation, it has produced quite remarkable results. While so far there are no means 
of predicting in which cases it will be of value, it has revolutionized social life in the 
large wards of chronic and disturbed patients in some hospitals. As a result it has had 
a publicity out of all proportion to its usefulness and has been referred to as ‘“‘chemical 
leucotomy” in the non-medical press. Even in psychotic cases in which there is 
maximum benefit the effect is usually not long maintained after the drug has been 
withheld. Because of its toxic effects it should not be administered for more than four 
weeks unless there has been considerable objective improvement. Chlorpromazine 
has little immediate sedative effect and should not be used as an alternative to other 
sedatives for acute excitement, acute agitation and acute anxiety attacks. Many con- | 
sider it is not suitable for out-patient use. In order to secure an effect it must be given 
in fairly heroic doses, about 25 to 75 mg. t.d.s. and some workers consider that on the 
first three days it should be given intramuscularly. The main danger is hypotensive 
attacks, which is very real with the intramuscular route, and if this is used patients 
should be kept in bed lying flat during this period of treatment. In small doses it has 
no sedating effect and produces often an upset stomach, a dry mouth and a certain 
amount of general malaise. Most workers have seen cases in which it produced jaundice. 
There is some evidence that in very tense, agitated individuals, combined with bar- 
biturates, it does produce a considerable degree of alleviation of agitation. Asa general 
rule its use should be confined to in-patients, with the exception of the treatment of the |~ 
aged. 

Rauwolfia serpentina. This is one of life’s swindles. It has been widely publicised 
as a Sedative or nerve tranquillizer. Until recently it could be obtained without for- 
mality from the ordinary chemist. Advertisements for preparations containing rauwol- 7 
fia appear in the daily papers. The typical example in a Bristol daily paper in October © 
1955 urged a form of treatment to secure serenity by day without sleepiness, untroubled | 
rest by night. The new mode of calmness and quiet confidence then produced would 


be maintained thereafter by taking two tablets daily. In the advertisement rauwolfia ~ 


was credited with being widely prescribed for its effectiveness for relieving tension 
and nervousness and the preparation advertised containing rauwolfia was stated to 
be harmless and non-habit-forming. 

Some firms have now agreed not to supply it without prescription, but the publicity 
remains. It is capable of producing a drop in blood-pressure even in normotensive 
individuals. There is no satisfactory evidence that any good has come from its use in 
psychiatry. Leitch, Hare and Seager, Barrow Hospital (1956) have compared its 
effect on neurotic anxiety with that of Sodium Amytal in a well-controlled group. 
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| that Most patients reported some alleviation of symptoms with Sodium Amytal, but there 





by a was no tendency to alleviation with reserpine. This is a particularly important finding, 
nesin |) because with the patients selected and the conditions under which the test was made, 
ging. | one might have expected some improvement with almost any drug, and to a greater 
5) at | extent than with unselected patients treated outside. 
nesin Reserpine has definite disadvantages and many cases have developed severe psy- 
eable || chotic depression as a result of treatment with it for hypertension. This depression 
hene- does not necessarily clear when the drug is withdrawn and may be due to organic 
imple brain change produced by the reserpine directly or indirectly. One of the great phar- 
» maceutical firms has already issued warnings about the danger of depression. At 
imple ~~ the present time it is only to be condemned in the treatment of psychiatric conditions. 
ning, Acute psychiatric emergencies. A practitioner is sometimes called upon to deal with 
of the wild excitement in an alcoholic, acute mania, or some acute disturbance—perhaps due 
S very to G.P.I. or delirium tremens. The best emergency treatment still is injection of hyo- 
scine and morphia, with or without atropine; 1/75 hyoscine and } gr. of morphia may 
; been suffice; and 1/50 hyoscine with 4 gr. morphia will quieten most men and enable 
de for necessary action to be taken in peace. Barbiturates and mixtures such as somnifaine 
bns in are ineffective and more toxic. Intramuscular paraldehyde is probably not very satis- 
states factory and there is a risk of injection abscess. 
neans Toxic complications by sedation. Confusion with restlessness, which is not improved 
in the by barbiturates, is often due to drug intoxication. This is particularly true for bar- 
is had biturates or bromides in patients who are under-nourished or physically ill. In drug 
-mical intoxication an increase in restless confusion and delirium will follow the giving of more 
ere 18 drugs, for the hypnotics—by interfering with the metabolism of the brain—now act 
| been as an exciting agency and not a tranquillizer. The drugs should immediately be 
n four stopped and if possible the patient got into hospital. Paraldehyde and morphia are 
nazine probably safe in these cases and do not seem to accentuate the confusion, but it is 
other preferable to withhold all hypnotics if possible for a couple of days, in order to give 
; oe the brain a chance of recovering. In confused seniles, heavy dosage with Vit. B group 
given sometimes reduces the confusion dramatically. The dangerous consequences of taking 
on the barbiturates and alcohol together are well known even by alcoholics. The nervous 
ensive public and after-dinner speaker should beware of taking the dose of barbiturate referred 
atients to before if he is likely to drink much alcohol before speaking otherwise he may find 
it has his speech ataxic and his ideas incoherent. 
-ertain 
indice. PSYCHOGENIC OR PSYCHONEUROTIC PAIN 
h bar- | The test of a good analgesic is its ability to relieve the patient of pain and a test for 
eneral 4 organic pain is whether it can be relieved by analgesics. Many psychiatric patients 
of the |) complain of low-grade pain for which no organic cause can be found. It will be noticed 
ie » that when attention is distracted the pain seems to disappear. There patients get little 
licised ) or no relief with analgesics such as aspirin, and this fact is a good point of differential 
ut for- 4 diagnosis between organic and non-organic pain. 
auwol- “| Analgesics reduce the appreciation of pain so that it makes less impact on patients’ 
ctober \) consciousness. Psychoneurotic pain is probably produced by the increased awareness 


oubled |} the patient has of his body and the extent to which sensations that normally would not 


would > amount to more than discomfort attract his attention. Analgesics will not alter this 
iwolfia ‘7 attitude of mind and will not improve him. This is particularly true of psycho- 
ension | neurotic headaches or headache in compensation cases after an old concussion. 
ited to “| Relief with analgesics is very rarely found. These patients should not be treated with 

_, | Sedative and narcotic drugs, as these conditions are very intractable. Once the patient 
iblicity 7 has started to take drugs he may be unable to give them up. Barbiturates often seem to 
tensive increase discomfort and give more substance for the elaboration of pain. Similarly it is 
use in | seldom wise to give barbiturates or codeine to patients between attacks of migraine. 
red its } The result often seems to be a more or less continuous headache and dulling of cere- 
group. bration.” 
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THE PATIENT'S POINT OF VIEW 


What is the patient’s attitude to sedation and his point of view? It is often surprisingly 
sensible. Very often demands for sedation are not so much due to the desire of the — 
patient to dictate his treatment as to his belief in the value of sedation and in the wis- ~ 
dom of his doctor. Patients always discuss their symptoms in waiting-rooms, out- 
patient clinics and especially in the neurosis centre. When they learn what has been |, 
prescribed for others they expect it for themselves. Patients will rightly argue that [ 
if their doctor did not believe in the medicine he prescribed he would not prescribe / 
it for them. Sedatives are bound to dull cerebration, so if the patient does not improve 
soon he will suffer from dullness and imagine this to be a result of or a deterioration 
in his illness. It would be very helpful if after a week or two the patient was asked if he 
thinks the capsules have brought relief or if there have been any ill-effects or new ' 











































symptoms; in the latter they should be stopped or changed and the patient told the en 
reason why. _— 

Patients believe nowadays that there are nerve tonics which will help them to com- f ar 
bat anxiety or nervous troubles and the battles of life, and they often imagine that | "°° 
barbiturates or bromide mixtures are nerve tonics. For these credulous patients a cos 


harmless bitter or glycerophosphates, prescribed for a few weeks, may be very valuable, ~ 

for this is preferable to using d sing drugs, provided its real nature is not disclosed. )'°¢" 
preferable to using depressing drugs, p 

The effect of replacing sedatives by an inert medicine may be dramatic. Patients B Josa 
° . : . > dosa 
often complain that they cannot take any more of the tonic—it was too strong—it has |. ° 
made them too lively, and so after two or three doses they took none at all, to allow ‘4 a 
its effects to settle down. Naturally this is a very hopeful sign, as long as one does not ~ 
explain to the patient that he is merely experiencing relief from sedation and the joys |) | 
of improved health and alertness. It is wiser to keep the explanation secret, for inthe "© 
event of a relapse, which often happens, one does not get a second chance. (rush 

To use the word “placebo” is a bit unfair. It is inherent in human nature in ac- 7 grea! 
cepting a National Health Service to expect that medicines exist that will alleviate Jand 
common bodily and neurotic disabilities, and to deny a patient a prescription very av 
often impairs his confidence. On the other hand, a simple prescription for a short |= SUm 
period of time gives him positive suggestion and valuable support. It is very rare for | brief 
a patient to come to the conclusion by himself that medicine is making him worse. ~ “— 
2 if 

SUICIDE AND ACCIDENT }com 
sever 

The numbers of suicides and accidental deaths due to taking hypnotics and narcotics ~ “a ‘ 
is enormous and by far the greatest number of cases are due to the barbiturates. The peony 
average annual number of suicidal and accidental deaths due to barbiturates in the lis pt 
period 1950-53 was more than ten times that for the period 1931-35. Figures supplied Tdrug 
by the Registrar-General’s Statistical Review of England and Wales (1952) (for adults over Icom) 
15) were: 396 cases of accidental poisoning, of which 212 were due to hypnotics and |‘ »,, 
analgesics and 184 to all other kinds of chemicals. In the same year there were 711 © 
suicides due to poisoning in England and Wales of which 458 were due to hypnotics ~ 
and analgesics and 263 to other substances. 

For 1953 the figures are much the same. There were 281 accidental poisonings— Be 
188 due to narcotics and hypnotics, and 93 to all other chemicals. There were 627.» 
suicides, of which 447 were due to hypnotics and 180 to all other poisons. b Ch 

These figures are obviously very incomplete and the numbers of cases of attempted | 1Co., 
suicide by barbiturate poisoning in the country are many times greater. Possibly the : = 
proportion of attempted to successful suicides by taking drugs is 10 or 15 to I. _— 

In 1954, in one of the Bristol hospitals, 57 cases of attempted suicide were admitted, 7 Ha 
33 were attempted by soporific substances and 24 by all other methods including gas Ha 
and self-inflicted injuries. There were 2 deaths in each group. Eight cases of accidental La 
poisoning were admitted, of which 6 were due to barbiturates, 2 to aspirin and sali- 
cylates; there was one barbiturate death. 
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|) When it is realized that nearly all the hypnotic poisons were obtained on medical 
isingly prescriptions and became available in this way and this way only, and that the quanti- 
“of the ties necessary to cause each death were large, it makes one reflect on the seriousness of 
~ \ ‘prescribing barbiturates lightly and in large amounts. 


“4 pein | Capital punishment and murder are very much in the news. It is reckoned that 
ws been [there are about 140 murders per year and perhaps a dozen murderers are hanged. 


ai tee Thus the activities of murderers and of justice together account for only about 150 
1, \lives per year—sedatives for over four times that number, and there seems to be no 
escribe [ aes Pag ; . 7 
doubt that the number of suicidal attempts with drugs is increasing. Although, as a 
mprove By agg a : g g. A g 
ws leading article in the Lancet (1954) said, there is a cloud over the barbiturates, there 
edifhe | s¢¢™s to be no real alternative to them as yet. 


Dispensing in capsules allows a patient to carry a lethal dose about with her con- 


a Prin - veniently, and many do, in their bags or pockets. The number of accidental deaths, 
. 4 jsome of them children and suicides, show that keeping dangerous drugs in 
iki, | quantity about the house is exceedingly risky. The risk is much reduced when liquid 


" medicines are issued in bottles. The risk of over-dosage, such as taking four capsules 
‘instead of one, is also less. As long as patients are allowed to carry barbiturate capsules 
“loosely in their pockets, they will not respect them or fear them. In an attempt to 
‘reduce the risk of suicide capsules of barbiturates have been packed with a small 


ne that 
tients a 
aluable, 


sclosed. ‘quantity of an emetic or picro-toxin to act as an emetic or antidote in the event of over- 
Patients 94 y : — é , 
it has 40S28°—S0 far this promising idea has not proved very practicable for various tech- 


o allow 


loes not 7 
ae SOME CONCLUSIONS 
he joys 


inthe |. Causes of the modern vogue for sedatives and hypnotics are complex. The increased 

| rush of life and the orientation of medical thought are only partly responsible. The 
» in ac- | great general public, as the manufacturing chemists know so well, is a potential patient, 
Ileviate ') and advertising publicity sees to it that the public is reminded from the cradle to the 
on very | grave of its weak nerves and that sleep is essential to health, but is hard to get. Simple 
a short Stimulants, like tea, are no longer sufficient. Aspirin, after a long run, and after the 
rare for | brief flirtation with science that produced advertising diagrams of the brain and of the 


‘< reasons (B.M.7. 1954). 






worse. | ¢lectroencephalogram, has been humbled to the grocer’s shop. 
+ Food producers claim their share. In full view of the Bristol Royal Infirmary is a 
“command to “take milk for weak nerves”, and we can hardly hope to escape seeing in 
weiics WC? city today a model balancing a glass of milk on her finger in bed advertising milk 


‘for sound sleep. The brewers’ campaign with their stouts and “night starvation” has 
s. The “heen added to the terrors of the night. But when fashions have changed and advertising 
in the ‘is pushing products for keeping the public awake, there will still be the hard core of 
applied ‘drug-taking patients, the despair of general practitioners and psychiatrists alike, whose 
Its over ‘complaint was so well and critically expressed by a patient recently: ““You’re a doctor 


ics and of medicine, aren’t you, well then why don’t you give me some?” 
ere 711 
pnotics ~ 
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: deanecll THE PUBLIC ANALYST AND THE NEW FOOD AND DRUGS ACT (1955) 
L Wilkins 7 BY 
E. G. WHITTLE, B.SC., F.R.I.C. 


2 Public Analyst and Official Agricultural Analyst for the City and County of Bristol 
4 and the County of Gloucester 


THE WORK OF A PUBLIC ANALYST 


{ In England there are about twenty full-time officers of local authorities, and forty 
‘consultants and part-time Analysts who deal with Food and Drug Analyses, and 
Sexaminations of Fertilizers and Feeding Stuffs. 
'. In the Bristol laboratory the Analyst provides this service for Bristol and for 
"Gloucestershire. The Analyst has many other duties such as the examination of waters, 
‘sewage and sewage effluents, trade effluent, swimming bath samples, analyses under 
‘the Rag Flock Act and the Poisons and Pharmacy Act. We are also very interested in 
atmospheric pollution, and a tenth of our work includes rainfall readings and analyses 
‘for sulphur pollution. The results are sent to the Department of Scientific and Industrial 
Research for correlation with figures from other parts of the country. We deal 
[with other pollution problems for the Inspectors of the Chief Sanitary Inspector’s 
Department of the City. Problems about petrol and diesel exhaust fumes are beyond our 
Yscope. Other work relates to the control of water supplies to hospitals, the chlorination 
)of sewage and related matters, and more recently we have made spectroscopic analyses 
“Yor vitamins and trace metals. 
+ We also undertake over one thousand analyses a year for a wide variety of problems 
“including infestation and foreign bodies in foods, biochemical and toxicological 
Fanalyses primarily for hospitals, samples submitted by District Inspectors of the 
Whief Sanitary Inspector’s Department, occasional work in the past for ministries, 
/and work for University and Corporation departments. Most of the Corporation 
Work is from the Port Health Office, the City Engineer, and the Central Purchasing 
Wepartment, but all Corporation departments use the laboratory. The City Police and 
“Fire Services use the department occasionally, but with the establishment of the South 
Western Forensic Science Laboratory much of the police work which was carried out 
by the Public Analyst a few years ago is now carried out there. We also give advice and 
Hnformation to other Corporation departments, and deliver lectures and talks on 
ivil Defence and the work of the Department. 
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THE FOOD AND DRUGS ACT (1955) 


It is obviously dangerous for food to contain chemicals whose fate in the body is not 
Known. Such chemicals may be introduced accidentally, or deliberately, by manufac- 
turers, either to preserve the food or to satisfy the public’s taste. Use of substances 
ike the antioxidants and antimould agents are potentially dangerous; some colouring 
“Fnatters used in foods are believed to be toxic and the Food Standards Committee 
“@f the Ministry think the indiscriminate use of some of these should be stopped. 
ther matters that concern Analysts are the widespread and increasing use of toxic 
Bubstances in agriculture and the use of fumigants in the storage of food, and of 

€ newer rodenticides which might find their way into foods. All these different 
Bealth hazards have made it necessary to strengthen the existing law in relation to the 
Addition of injurious substances to food, and for devising new methods of control. 

» The new section 1 of the Act replaced sections 1 and 2 of the 1938 Act and now not 
Mnly prohibits the addition of a substance to a food, but also the use of any substance 
# an ingredient in the preparation of food, or the subjection of food to any process or 


4 23 


be 








MR. E. G. WHITTLE 






24 


treatment which renders it injurious to health. This has removed a serious ambiguity 
of the 1938 Act, inasmuch as that in deciding what is injurious to health, regard shall be Se 
had to the cumulative effect of the consumption of articles of similar composition, } mad 

Section 3 gives the Ministers of Food and Health wide powers to make regulations | mus 
to require, prohibit, or regulate the addition of substances to foods, and to regulate the Se 
composition of food if expedient for public health, or the protection of the public with § Anal 
similar powers in the control of processing and treatment of food. It is also provided in | whet 



















































this section that where a food is certified by a Public Analyst as being food to which the Se 
regulations apply, that food may be seized and condemned on a magistrate’s order, as fat 28 
being unfit for human consumption. limit 

Further, section 3 (2) states that “In exercise of their functions under this section, | label 
the Ministers shall have regard to the desirability of restricting as far as practicable, } notic¢ 
the use of substances of no nutritional value as foods or as ingredients of foods.” § week 

Section 5 creates two distinct offences regarding labelling—one for a false label anda Se 
second for a misleading one, and further declares that a label or advertisement which is | mon’ 
calculated to mislead as to the nutritional or dietary value of any food, is calculated to TI 
mislead as to the quality of the food. biola 


Section 11 brings rich milks like Channel Island and South Devon within the scope [ TI 
of the Act in providing for regulations requiring a minimum of 4 per cent. of milk fat. ¢ 

Section 12 reintroduces the requirement that the word “cream” used in relation to [| drug 
cream confectionery shall mean genuine cream and not reconstituted or imitation Fi 
cream. Artificial cream now has the more appropriate description of “reconstituted | defin 
cream”, whilst imitation cream is introduced and defined as that which not being cream J hum 
or reconstituted cream, resembles cream in appearance, and is produced by emulsifying It 
edible oils and fats with water, with or without substances not prohibited by regulation. f loop! 

Under Section 13 there is to be constituted a Food Hygiene Advisory Council to f mucl 
consider and advise on questions of labelling, marking and advertising of food, f relat 
questions of food hygiene and extension of registration or publication of Codes of 
Practice. 

Section 20 is of great importance to Public Analysts and Sampling Officers. There 
is a new procedure for disposal of samples taken for analysis, and it is now prescribed 
that division of the sample comes first and the information of intent is given on handing 
over the part of the sample. Detailed instructions are given as to who shall receive the 
second part of the sample according to conditions. 

Section 21 is likely to prove extremely useful in dealing with the sampling of un- 
opened containers, for it is now permissible to divide such containers into lots if other 
division is not reasonable or practicable. This means that, if for example, three cans of 
a commodity were purchased, each unopened can could form part of the divided 
sample. I hold very strong views on the validity of this method of sampling, since | 
consider it can only apply if the cans carry the same batch number. I would like to see 
all pre-packed commodities bearing a date of manufacture. I see no practical difficulties 
in this, and such dating would be of great help to the housewife, and indeed I feel she 
has a right to know the age of the commodities she purchases. Such a scheme would 
also lead to better “housekeeping” and turnover of goods in stores. The suggested} 
division of unopened cans is, however, not intended to apply to articles sold loose such 
as meat pies where divisions into parts has proved difficult. Indeed it has been necessary 
to take a balance to the shop in order to subdivide crust, meat and jelly into weighed 
equal parts. Nevertheless there remain a number of commodities which can be so 
divided and the section will hence be of value. 

Section 21 (2) states that in regulations made to control compensation and labelling, 
methods of analysis may be laid down, and if so, evidence of analysis by the prescribed 
test shall be preferred to that of any other test. Some methods have already been 
prescribed in Food Standards Orders, for example, vitamin A in margarine. Since 
Public Analysts have the task of making methods work, it is to be hoped that they may 
be fully consulted before such tests are incorporated in regulations. 
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Section 21 (3) provides a long-overdue relaxation in permitting the analysis to be 
made by any person acting under the direction of the Public Analyst, who nevertheless 
must, as always, sign the certificate. 

Section 21 (4) permits the Public Analyst to pass on a sample to another Public 
Analyst if he himself is not in a position to do a particular type of analysis, for example, 
where specialized equipment is necessary. 

Section 25 lays down the time limit for prosecutions. For milk samples this remains 
at 28 days, but is increased to 2 months for food and drugs. On a magistrate’s order the 
limit may be extended to 42 days for milk, and indefinitely for other articles. Since the 
labelling offences the Ministry of Agriculture, Fisheries and Food now requires 14 days’ 
notice of intention to prosecute, the actual available analytical time is reduced to six 
weeks. 

Section 26 increases penalties for offences under the Act to a fine of £100 or 3 
months’ imprisonment, or both, with a fine of £5 per day for continuing offences. 

The definition of analysis now includes microbiological assay but no other form of 
biological assay. This leaves the full meaning of analysis still undefined. 

The definition of food now includes chewing gum and other products of a like nature, 
but does not include live animals and birds, and articles or substances used only as 
drugs. 

Finally to strengthen the Act in “unfit for human consumption” clauses, the 
definition of human consumption includes “the use in the preparation of food for 
human consumption.” 

It will be seen that there is nothing drastic in the new Act, but it stops a number of 
loopholes, and what is even more important, it gives the Minister powers to exercise 
much stricter control of accidental or deliberate chemical additions and of hygiene in 
relation to the preparation of food. 


VoL. 72 (i). No. 263 








DIABETES MELLITUS WITH RENAL PAPILLARY NECROSIS 
A Clinical Pathological Conference of the University of Bristol Medical School. 
CHAIRMAN: PROFESSOR T. F. HEWER 


Professor Hewer. In the absence of Dr. Birrell I will ask Dr. McInnes to present the 
clinical features of this case. 

Dr. McInnes: This was a married woman, aged 52 years, who was first admitted in 
May 1955 for stabilization of her diabetes mellitus. She gave a history of profound 
weight loss, from 13 stone to 5 stone 7lb. in 2 years. Polyuria and thirst had been 
present for 6 months. On examination she was found to be wasted, her blood-pressure 
was 140/90 and her haemoglobin was 15.9 g. per cent. There was no evidence of any 
complications of diabetes apart from absence of the deep reflexes of the lower limbs. 

She was found to have a urinary infection, her urine containing albumen, pus cells 
and coliform bacilli. This was eradicated by means of sulphonamides. 

Her diabetic state was treated with a free diet and protamine zinc insulin 30 units in 
the morning. She was discharged home at the end of a month having gained a stone 
in weight. 

She was admitted during June in hypoglycaemia and the dose of insulin was reduced 
to 15 units of P.Z.I. in the mornings. 

The patient was readmitted in August with further weight loss and abdominal pain. 
She now only weighed §st. 111b. It may be said at this stage that she was an unintelli- 
gent, difficult woman. She was continually forgetting to eat and her insulin had to be 
given daily by the district nurse. 

On this occasion it was thought that a mass could be felt in the lower abdomen and 
she was referred to a gynaecologist on account of this. On examination under anaesthesia 
however that mass was found to be a full bladder. 

The urinary infection had recurred and was again treated with sulphonamides. 
Retention of urine was troublesome and she was given carbachol for this. Intravenous 
pyelography was normal. Cystoscopy showed trabeculation of the bladder wall and 
thickening of the base. She was discharged and given an appointment to attend 
Mr. Miller’s Out-Patients on 31st October. 

When she arrived at Out-Patients on 31st October she was desperately ill. She was 
stuporose, just rousable but unable to answer any questions. Her limbs moved 
normally. Gross dehydration was present. She had pressure sores over her sacrum and 
her heels. Respirations were regular and not of the acidotic variety. The blood-pressure 
was 70/40, the pulse 70/min. and the extremities cold and dry. Her husband said she 
had been in this condition for the past 24 hours and also that she had been unable to 
eat or drink for the past week. However, all this time she was receiving 18 units of 
P.Z.I. every morning from the district nurse. 

The urine was found to contain thick pus, no sugar and a moderate quantity of 
ketones. The blood sugar was found to be 740 mg. per cent. and the blood urea 540 mg. 
per cent. 

This then was a case of gross dehydration with hyperglycaemia, but little ketosis, 
and a severe urinary infection and uraemia. 

She was treated with insulin, some of which was given intravenously, streptomycin 
for the urinary infection and intravenous saline. It was decided to rehydrate her 
rapidly and 3 litres of saline were given in 2 hours. After this the neck veins began to 
distend and the drip was slowed down. By noon the next day the blood sugar was 150 
mg. per cent. and at this time she had received a total of 300 units of insulin. The blood- 
pressure however remained low and the haemoglobin was found to be only 75 per cent. 
One pint of blood was transfused but this had no effect on the blood-pressure. 
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The right kidney is full of abscesses, some of which have almost penetrated the capsule. In both kidneys 
a pale wavy line marks the limit of each necrotic papilla. 
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By the second day she was considered to be rehydrated. Her urine Output however 
had been only 240 c.c. in 24 hours and the blood-pressure was still low. it was decided 
to raise the blood-pressure by means of noradrenaline given in a slow intravenous 
infusion. Eight mg. of noradrenaline in a litre of saline were given. The blood- 
pressure rose on this to 130/70 and this was maintained for the next 24 hours. At the 
end of this period pitting oedema was present over the sacrum and pubis and although 
the blood-pressure was maintained the general condition remained poor with the patient 
stuporose but restless. The drip was therefore stopped and morphia given. When the 
drip was taken down it was noticed that there was a white line running up the 
saphenous vein from the site of the noradrenaline drip. 

Professor C. B. Perry: She had a blood-sugar 700 mg. per cent. and no reducing 
substances in the urine, how do you account for this? 

Dr. McInnes: It might have been due to the large numbers of organisms in the urine. 

Professor C. B. Perry: You don’t think it was due to the low blood-pressure? 

Dr. McInnes: It may have been so. 

Dr. Cates: Could you tell us more about the character of the abdominal pain in 
August? 

Dr. McInnes: It was very severe, stabbing in character and radiating from the 
abdomen to the limbs. There was a tight feeling across the abdomen. The pain woke 
her in the middle of the night. There was no haematuria with the abdominal pain. 

Professor C. B. Perry: Why was insulin given intravenously? 

Dr. McInnes: Because it was thought that subcutaneous would not be absorbed as 
she was so shocked. 

Professor C. B. Perry: 1 dont think intravenous insulin is any use as it is all excreted 
so rapidly. Diabetic coma does not respond so well to intravenous as to subcutaneous 
insulin. 

Dr. Cates: There are two schools of thought and it is probably advisable to give 
both subcutaneous and intravenous insulin. 

Professor C. B. Perry: If you are going to give it intravenously it is very important to 
give it into the bottle and not into the tubing. 

Professor Hewer: At post mortem the body appeared in a very sorry state. There was 
early gangrene of all the toes and bedsores were present over the sacrum, heels, elbows 
and indeed over all the pressure points. 

On the left leg, at the site of the noradrenaline drip, there was a white line extending 
up the length of the leg; for 1.5 cm. on either side of this line was a plum-coloured 
area. This tissue felt soft and inelastic to touch and entirely different from the adjacent 
skin. Sections of this skin show it to be necrotic. The vessels do not contain blood but 
only a mesh-work of fibrin and leucocytes. The skin itself has not sloughed as the 
whole process is quite recent. This shows the importance of giving noradrenaline 
into a moving blood-stream and not into an empty vein as occurs in a “‘Cut-down. 

The lungs showed collapse of both lower lobes and there was frank abscess for- 
mation in the medial part of the right basal segments. Culture grew a coagulase 
positive staphylococcus aureus. A staphylococcus was also grown from a thrombosed 
median cubital vein in the right arm which had been used for an intravenous drip. 
This staphylococcus was of the same phage type as the one isolated from the lung. 

The kidneys were the most interesting organs at post mortem. The capsules were 
very thick and adherent. Both kidneys contained masses of confluent abscesses; the 
right kidney was more severely affected than the left, however. This was an acute 
pyelonephritis and a coliform bacillus was isolated from the abscess. As this patient 
had both anuria and diabetes, renal papillary necrosis was suspected and the cut 
surface of the kidneys shows this to be present. Every one of the papillae is affected but 
none of them has sloughed. There is a well-marked white line of leucocytic infiltration 
surrounding the necrotic areas which are infarcted. This process has included the 
papillae and about two thirds of the width of the medulla (PLATE I). 

There is some dilatation of both pelves and ureters which are intensely congested 
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and inflamed. Sections of the kidney show multiple subcapsular abscesses and infarction 
of the renal papillae. The renal tissues are full of pus. Clumps or colonies of bacteria 
are growing in the infarcted tissue. 

The bladder was dilated and hypertrophied and as there was no obvious sign of 
obstruction it was decided to examine the bladder neck with particular care. This con- 
dition is very difficult to assess at post mortem but histologically in this case there 
appears to have been an excess of muscle and I suggest that bladder neck obstruction _ 
must have been present. 

This then was a case of diabetes mellitus which was poorly controlled and which |; +, 


< 


developed a severe urinary infection possibly complicating a bladder neck obstruction. | tow 
Diabetic coma and uraemia competed with each other in causing her death. 
Professor Neale: There was no evidence of endocrine abnormality? r 7 


Professor Hewer: None. pes 

Professor Perry: Perhaps the original urinary infection was never eradicated. How | pot. 
does renal papillary necrosis occur? Ww 

Professor Hewer: The complete answer is not known. There is no special blood } sho 
supply and the vessels in the region of the necrosis show no specific change; 
they just end suddenly at the point of thrombosis. There is a muscle which surrounds 
and encircles the papillae in a spiral fashion and it is an attractive theory that the | 


necrosis is caused by spasm of this muscle. Against this theory is the fact that the & 
necrosis occurs much higher in the medulla than the muscle. 

Dr. Cates and I are writing a paper (1) on this condition with a description of five 
other cases that have come our way. Urinary infections are of course well recognized 
as a hazard in diabetes and renal papillary necrosis sometimes supervenes and causes 
a sudden aggravation of the condition. It is frequently an autopsy finding and 
perhaps of no great consequence but sometimes recovery takes place and the site 

whence the papilla sloughed heals and allows urine to escape from the collecting P, 

tubules. om 

Py 
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1 British Medical Journal, 1956, i, pp. 1005-8 



































arction 


yacteria 
ign of Correspondence 
1S COn- 
> there a ‘ 
ruction DISGRACEFUL ‘LADIES 
DEar Sir, 
which May I ask if something can be done about the public conveniences up and down the country? 
z I have recently been on a motoring holiday and was shattered to find that in many seaside 

uction, towns the public conveniences were not fit to use. 


The condition of them is hard to reconcile with those great anti-disease posters and all the 
rest of the campaign launched against disease. 
They are in a disgraceful state and one does feel that a little money could be spent to improve 
them instead of providing so many amenities to foreigners in this country—amenities which are 
|. How not available to us when we are abroad. 
We have a public convenience in the centre of Exeter which is a glowing example of what 
blood should be done—it is always spotless. 
hange; I write this in the interest of public health. 


rounds Yours sincerely, 


iat the | Winifred Tanner 
at the Exeter. 
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niga Notes and News 


he site 
lecting Professor C. Bruce Perry has been appointed to the panel of experts on “ Chronic and 
Degenerative Diseases’? of the World Health Organisation for the period 1956-61. 


Professor G. A. Smart gave the Honyman Gillespie Lecture on ‘The Nephrotic Syndrome’ 
at the University of Edinburgh on 8th November, 1956. 
Dr. Percy Stocks was presented with the Jenner Medal at a meeting of the Section of Epidemio- 
logy and Preventive Medicine of the Royal Society of Medicine on 16th November, 1956. 
Dr. I. McD. G. Stewart was awarded the Buckston Browne Prize for 1956 for his essay on 
hypertension. 
M.R.C.P.: Margaret H. Buston, M.B., Ch.B., Bristol. 
New Year Honours: 
Baron: Sir Robert Sinclair, for public services. 
Knight Bachelor: Major Egbert Cadbury, for public services in Somerset and Gloucester- 
shire. 


Obituary: Dr. Dorothy Woodman. 


UNIVERSITY OF BRISTOL 
EXAMINATION RESULTS 


Doctor of Medicine: Lisa E. Hill, R. Hill, D. R. Coles, C. H. Gurd. 
Ph.D. (in the Faculty of Medicine): S. M. A. Zaidi. 


M.B.,Ch.B.: B. H. Burns Penelope Neville 
J. H. Chick W. D. L. Revill 
I. E. Doney G. B. Simon 
J. B. Griffiths Sara Waters 
H. G. Handel T. C. Waters 
C. Hemming J. S. A. Ashley 
R. W. Hiles Edna M. Dumbell 
Evelyn B. Horton M. J. Lewis 
S. C. Jordan R. D. Neale 
D. J. Mahy Hilary S. Prowse 


J. Martyrossian W. B. Whisker 











Appointmen ts 


UNITED BRISTOL HOSPITALS 
November 1956 to February 1957 


Name Appointment Formerly 
MALCOoMsON, K. G., M.B., Consultant, Ear, Nose and Senior E.N.T. Registrar, 
B.CH., B.A.O. (QUEEN’S Throat Surgery. Cardiff Royal Infirmary. 


UNIV. BELFAST, F.R.C.S. 
(ENG.), D.L.O. (LOND.). 


DALTON, G. A., M.B., CH.B., Senior Registrar in Ear, Nose Registrar in Ear, Nose and 
F.R.C.S., D.L.O. and Throat Surgery. Throat Surgery, United 
Birmingham Hospitals. 
STEPHENS, MISS E., M.B., Registrar in Dermatology. S.H.O. in Dermatology. 
CH.B. 
KAPUR, Y. P., M.B., B.S. Registrar in Ear, Nose and Chief Resident, Ear, Nose and 
(PUNJAB). Throat Surgery. Throat Department, Boston 
City Hospital, U.S.A. 
CHORLEY, G. E., M.B., B.S., Registrar in Anaesthetics. S.H.O. in Anaesthetics. 
D.A. 
GILES, R., M.B., B.S. Registrar in Anaesthetics. S.H.O. in Anaesthetics, The 


Middlesex Hospital. 


SOUTH-WESTERN REGIONAL HOSPITAL BOARD 
November 1956 to January 1957 


BRISTOL 
Name Appointment Formerly 
McKEnna, J. J., Registrar to the Maxillo-Facial S.H.O., Maxillo-Facial Unit, 
L.D.S. (R.F.P.S.). Unit at Frenchay Hospital and Withington Hospital, 
in Bristol Dental Hospital. Manchester. 
WILSON, M. G., M.B., Consultant Surgeon, Southmead Nuffield Research Fellow in 
CH.B. (LEEDS), F.R.C.S. Hospital, Bristol. Surgery, University of 
Bristol. 
Woops, GRACE E., M.B., Deputy Medical Superintendent, Part-time appointment in 
B.S. (LOND.), D.P.H., Hortham Hospital, Almondsbury, Bristol Public Health Depart- 
D.C.H., M.D. (BRISTOL). near Bristol. ment, Clinical Assistant, 


Bristol Children’s Hospital. 
YOUSSEF, M. K. A., M.B., Registrar, Winford Orthopaedic S.H.O. (General Surgery), 


CH.B. (CAIRO). Hospital (joint appointment with Ingham Infirmary, South 
the United Bristol Hospitals). Shields. 
KING, MARGUERITE A. R., Registrar to Department of Registrar in Clinical Pathology, 
M.B., CH.B. (BRISTOL). Pathology, Frenchay Hospital. University College Hospital, 


Ibadan, Nigeria. 


NORTH GLOUCESTERSHIRE 
Lomas, J., M.B., B.CHIR., | Consultant Psychiatrist, Horton Assistant Psychiatrist, Spring- 


D.P.M. (R.C.S. AND P.). Road and Coney Hill Hospitals, field Hospital, London. 
Gloucester. 
BATH 
RUSSELL, J. B. G., M.B., Medical Superintendent, Deputy Medical Superinten- 
CH.B. (ABERDEEN), M.R.C.P. Roundway Hospital, Devizes. dent, Tone Vale Hospital, 
(LONDON), D.P.M. (ENG.). near Taunton. 
STEWART, D. J., M.B., Clinical Assistant in Orthopaedic _— 
CH.B. (GLAS.). and Traumatic Surgery, Royal 


United Hospital, Bath. 
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Name 


KNIGHTS, L. E. D., M.B., 
B.S. (LONDON), 
F.R.C.S. (ENG.). 


HYDE, M. T., M.B., 
B.CH. (N.U.1.). 


AZAM, M. A., M.B., B.S. 
(PUNJAB), F.R.C.S. (EDIN.). 


GAILANI, T. I., 
M.B., CH.B. (BAGHDAD), 
F.R.C.S, (EDIN.). 


FRANKLIN, R. T. D., 


M.B., CH.B. (LEEDS), 
D.P.M. 


PRINGLE, E. P., M.B., 
B.CH. (DUBLIN), D.P.M. 


LEwIS, E. C., 
M.B., B.S. (LOND.). 


STONEMAN, M. E. R., M.B., 
CH.B. (MANCHESTER), 


D.C.H. 


APPOINTMENTS 
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